cases were matched in age, etiology and morbidity profile. Mean age was 34 years (range 27 to 52). Overall follow up was 25 months (range 16-54). Average length of stricture was 4.6 cm (range 3.1 to 8.3). Length of the obliterated segment was 2.5 cm (range 1.1 to 3.2). Success rate was 90 % in group A and 88 % in group B. Complication rate was 5 % in group A and 7 % in group B. Complications noted were wound infection, donor site pain. Main disadvantage of ventral approach was in very narrow or completely obliterated cases where the urethral strip was too narrow for the double grafting. Therefore dorsal approach was preferred in these cases.
INTRODUCTION AND OBJECTIVES:
Recent literature reflects increasing rates of outpatient anastomotic urethroplasty. However, graft urethroplasty remains primarily an inpatient procedure. We sought to compare outcomes between inpatient and outpatient buccal mucosal graft (BMG) urethroplasty in a large tertiary care center.
METHODS: We performed a retrospective review of all patients who underwent BMG urethroplasty at our tertiary center between 2007 and 2018. Patients were divided into inpatient (including 23 hour stay) and outpatient groups. Demographics and outcomes were collected and analyzed, with success defined as functional voiding with no additional interventions. We also evaluated rates of post-operative clinical encounters including telephone calls, electronic messages, ER visits and re-admissions.
RESULTS: Among 149 patients undergoing BMG urethroplasty, 88 cases (59.1%) were performed on an inpatient basis, and 61 cases (40.9%) on an outpatient basis. Patient characteristics were similar between the two groups. Success was comparable in the two groups (75% inpatient vs. 79% outpatient, p[0.38), though median follow-up was longer in the inpatient group compared to the outpatient group (73.6 mo vs. 26.2 mo, p<0.001). Rates of major, minor, and overall complications were similar between groups (30.7% inpatient, 26.2% outpatient, p[0.34). On multivariate logistic regression analysis, prior pelvic radiation was predictive of stricture recurrence (OR 8.33, p[0.03) , but outpatient BMG urethroplasty was not predictive. There was no difference in rates of post-operative clinical encounters at 3, 6 and 12 months between both groups.
CONCLUSIONS: BMG urethroplasty can be safely performed on an ambulatory basis without increased complications or compromised outcomes. We now reserve inpatient BMG urethroplasty for patients with significant medical comorbidity or elevated BMI who warrant post-anesthesia observation.
Source of Funding: None

MP67-09 RISK FACTORS FOR FAILURE AFTER STAGED URETHRAL RECONSTRUCTION: RESULTS FROM LONG-TERM FOLLOW UP.
James Furr*, Martin Hofmann, Joel Gelman, Orange, CA INTRODUCTION AND OBJECTIVES: Staged urethroplasties are becoming less frequent as many long, complex strictures are now being repaired in a single stage. Staged urethroplasties are still indicated for strictures as a result of failed hypospadias surgery or strictures associated with lichen sclerosis (LS). We report our series of staged anterior urethroplasties and isolate risk factors for failure.
METHODS: We reviewed of our prospectively maintained urethroplasty database for all patients who underwent staged urethroplasty. Routine follow-up included a cystoscopy 4 months after their 2nd stage to ensure early success, and then annual follow-up thereafter with post-void residual and symptom assessment. Repeat cystoscopy is performed for any patient who has significant worsening of symptoms to ensure symptoms were not from recurrence. Primary outcome was success, which was defined as recurrent stricture that prevented easy passage of a 16 Fr cystoscope at any point during follow-up. Stricture characteristics, etiology and the need for split thickness skin grafts (STSG) versus buccal mucosal grafting (BMG) alone were analyzed with regards to success. RESULTS: Forty-nine patients were eligible for inclusion, 65.3% (n[32) who had a diagnosis of hypospadias, 20.4% (n[10) had lichen sclerosis (LS), and 14.3% (n[7) had very complex strictures in the absence of either diagnosis. The mean stricture length was 8.7 cm (2 to 25 cm). Early success rate demonstrated by cystoscopy at 4 months was 100%, and the long-term success rate was 81.6% with a mean follow-up of 31.7 months (range 4 to 141.6). Longer strictures were associated with STSG used versus BMG alone (11.9 cm versus 5.7 cm, p<0.001). A subset analysis was performed to compare those who had STSG as part of their repair to those who only had BMG, which revealed a significantly higher success rate in those who were treated exclusively with BMG (100% vs. 64%, p<0.01). On univariate analysis, stricture
